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As the authors are aware, high prevalence settings often require active outreach to identify a meaningful proportion of the infected population [3] . However, timely linkage to care following diagnosis remains a challenge [4] . Several studies are looking at innovative means of addressing this, including the use of peer navigators [5] , mHealth initiatives [6] , and same-day ART start [7] .
Meanwhile, a different -but still valid -question concerns how best to use an existing programme, in this case through repeating it to test more people. The model is based on real data from AMPATH which arguably makes it conclusions better suited to policy than arguments based on hypothetical extrapolations. It was necessary to make assumptions, and these were not with the intention of being cautiously conservative about the impact of the programme.
Further model analyses could indeed compare the impact of different types of HBCT programme, as well as assessing ancillary benefits such as knowledge transfer to the community and NCD testing.
